A  TREATMENT  PROGRAM  FOR 
MULTIPLY-HANDICAPPED  BLIND  YOUNG  ADULTS 


Lawrence  Goodman 

Assistant  Professor 
New  York  Medical  College 
New  York  City 


Reprinted  from 


BLINDNESS  1967  a  AAWB  ANNUAL 


AMERICAN  ASSOCIATION  OF  WORKERS  FOR  THE  BLIND,  INC. 

1511  K  Street,  N.W. 


Washington,  D.  C.  20005 


A  TREATMENT  PROGRAM  FOR 
MULTIPLY-HANDICAPPED  BLIND  YOUNG  ADULTS 


By  L  awren ce  Goodman 


Introduction 

Growing  community  concern  for  the  severely  handicapped  is  a  significant 
and  gratifying  social  trend.  It  reflects  the  deepening  concern  with  broad  public 
health  and  communal  issues  and  the  needs  of  the  ”dis advantaged"  among  us. 
There  is  finally  readiness  to  look  both  objectively  and  humanistically  at  those 
who  lack  all  or  most  of  our  culturally  determined  "desirable"  traits  and 
potentials.  A  society  preoccupied  with  the  concept  of  individual  gain  and 
achievement  as  a  reward  for  industrious  application  and  self-discipline  has  too 
often  shown  itself  to  be  inimical,  withholding,  and  even  punitive  to  those  who 
are  unable  to  approach  any  of  these  ideals. 

Any  major  congenital  handicapping  condition  requires  an  optimal  cluster  of 
cooperating  forces  to  help  the  affected  individual  reach  a  productive  personal 
and  social  level  of  functioning.  Satisfactory  family  reaction  to  the  handicap, 
and  the  capacity  to  look  beyond  it  to  the  developing  child  within,  is,  of  course, 
the  primary  factor.  Later  -  neighborhood,  community,  school,  social  agency 
and  training  center  assume  other  key  roles  in  the  life  cycle  of  the  severely 
handicapped  individual.  Special  education,  medical  continuity,  habilitative  and 
corrective  services  may  all  be  needed  in  a  total  thrust  toward  optimal  function¬ 
ing. 

Where  more  than  one  major  handicap  exists,  the  task  is  indeed  a  formidable 
one.  When  one  of  these  handicaps  is  blindness,  which  complicates,  prolongs, 
and  adds  unique  problems  to  each  developmental  phase  -  in  combination  with 
other  deficits  -  the  immensity  of  the  problems  to  be  coped  with  can  seem  almost 
insurmountable.  However,  it  is  no  longer  possible  to  overlook  the  fact  that 
such  markedly  handicapped  individuals  exist;  that  usually  without  appropriate 
intervention  and  early  care  they  develop  chronologically,  if  not  emotionally, 
into  adulthood,  and  that  within  an  extensive,  almost  massive  therapeutic  regime 
they  can  be  helped  to  a  better  level  of  functioning. 

The  Jewish  Guild  for  the  Blind  has  committed  itself  to  the  development  of  a 
many-phased  program  for  the  multiply-damaged,  experientally  deprived,  in¬ 
sufficiently  serviced  group  -  who  may  or  may  not  have  the  capacity  for 
eventual  independent  living.  Spurred  on  by  the  numbers  of  retrolental  fibro- 
plagic  youngsters  who  were  approaching  adulthood,  as  well  as  by  the  change  in 
the  climate  in  regard  to  the  severely  handicapped  which  now  makes  it  possible 
to  receive  support,  a  trial  summer  project  evolved  into  a  year  round  demon¬ 
stration  two-day  program.  The  heartening  results  of  that  experience  led  to 
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the  development  of  a  full-time  structured  day  service.  The  therapeutic 
possibilities  within  this  intensive  approach  warrant  at  this  time  a  retrospective 
and  evaluative  view  of  the  program  as  a  whole,  its  individual  components, 
present  and  future  goals,  and  general  implications  for  planning  services  for 
all  multiply-handicapped  persons. 


The  Multiply-Handicapped  Blind 


Using  the  20/200  criteria,  the  blind  population  of  the  United  States  was  esti¬ 
mated  in  1963  as  400,000,  or  an  average  of  2.14  blind  persons  for  each  1,000  of 
the  population.!  Approximately  10%  of  these  are  under  the  age  of  21,  the 
majority  of  whom  were  blinded  at  birth  or  at  an  early  age.  Included  in  this 
group  are  the  approximately  12,000  youngsters  who  were  congenitally  blind  as 
a  result  of  retroplental  fibroplasia,  resulting  from  an  over  supply  of  oxygen  in 
the  care  of  premature  babies.  No  longer  (since  1953)  a  cause  of  blindness,  the 
surviving  RLF  children  are  now  approaching  adolescence  and  young  adulthood. 
Some  have  matured  reasonably  well,  others  have  developed  severe  associative 
difficulties.  According  to  Moor  2,  these  children  may  be  said  to  be  "multiply- 
handicapped,"  with  additional  difficulties  that  may  be  of  an  intangible  nature. 
They  have  variously  been  described  as  "autistic",  "mentally  deficient", 
"psychotic",  "aphasic",  "emotionally  disturbed",  and/or  "brain  damaged". 
They  have  not  fit  into  existing  school  and  agency  programs.  Blank  2,  feels 
that  the  factors  chiefly  responsible  for  the  high  incidence  among  RLF  children 
are  those  stemming  from  premature  birth  and  brain  damage.  As  a  result  of 
difficulties  in  communication,  irregular  learning  patterns,  frequently  impaired 
emotional  responsiveness,  and  many  disturbing  symptoms,  these  children 
present  overwhelming  problems  to  parents  and  professionals.  Cohen 4,  re¬ 
porting  on  a  longitudinal  study  of  RLF  children  done  at  Northwestern  Uni¬ 
versity  correlates  the  organic  damage  with  prematurity  rather  than  oxygenation. 
The  resulting  neurologic  impairment  was  none  the  less  a  major  correlate  of 
behavioral  retardation.  According  to  Cohen,  vision  is  the  dominant  system  for 
perceptual  integration.  The  psychological  consequences  of  limitation  in  per¬ 
ceptual  and  learning  experience  when  interacting  with  the  consequences  of 
minimal  brain  damage,  can  produce  severe  intellectual  retardation. 


An  additional  major  contributing  factor  to  the  challenge  that  we  now  face 
has  been  the  failure  of  the  community  to  understand  the  nature  and  severity 
of  the  problems  presented  and  to  provide  the  network  of  counseling  and  educa¬ 
tional  services  that  might  have  mitigated  the  extent  of  the  symptom  formation 
that  must  now  be  dealt  with  in  the  older  child  and  young  adult. 


Factors  in  Congenital  Blindness 

BlankS,  states  that  the  ego-development  of  the  congenitally  blind  child 
depends  primarily  upon  the  physical  contacts,  consistent  communication  and 
other  components  of  mother  love.  BurlinghamS,  indicates  that  the  blind  infant 
needs  more  than  the  usual  stimulation  from  the  mother  in  order  to  respond  to 
her.  Imamura's  study  of  the  child  rearing  of  blind  children,  concluded  that 
those  who  had  experienced  a  "normal"  maternal  environment  tended  to  make 
social  adjustments  similar  to  those  of  sighted  children  of  the  same  age. 
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In  order  for  a  mother  to  be  able  to  fill  this  role  requires  a  stability,  con¬ 
sistency,  persistence,  and  intuitiveness  that  is  out  of  reach  of  most  parents  as 
they  react  with  shock  and  sense  of  crisis  to  the  diagnosis  of  blindness.  Feelings 
of  self-doubt  and  inadequacy  may  be  reactivated  as  the  parents  view  the  damaged 
child  as  an  extension  of  themselves.  Anger,  hostility  and  guilt  over  what  has 
happened  plus  the  threat  to  their  own  ego  and  self-image  at  the  prospect  of  a 
lifetime  of  concern  for  the  needs  of  a  handicapped  person  and  continuing 
emotional  reaction  to  it,  cause  severe  psychic  turmoil.  Defensive  reactions 
and  displacement  of  anxiety  can  result  in  denial,  over-protectiveness  covering 
over-rejection  of  the  blindness,  and,  most  importantly,  an  inability  to  relate 
in  positive  affectual  terms.  Even  in  situations  where  parents  may  seem  to  be 
reacting  to  the  child’s  needs  what  has  been  termed  "masked  deprivation"  8,  may 
be  operating.  The  inability  of  the  mother  to  look  through  the  blindness  and 
perceive  the  child  can  result  inalackof  genuine  maternal  warmth  and  stimula¬ 
tion.  The  blind  infant,  with  an  even  greater  need  for  the  mother’s  nuturance 
than  a  normal  child,  may  be  doubly  deprived  and  unable  to  advance  develop- 
mentally. 

Other  mothers  are  able  to  establish  good  bodily  relationship  with  their 
blind  child  through  handling  and  care,  but  according  to  Wills  9,  are  unable  to 
fulfill  the  role  of  an  auxiliary  ego  by  providing  him  with  meaningful  experiences 
of  the  world,  which  is  something  that  the  mother  of  a  sighted  child  can  do 
automatically  on  the  basis  of  her  own  experience.  The  blind  child  responds 
with  a  tendency  to  revert  to  direct  bodily  gratification.  "It  may  be  that  the 
withdrawal  seen  in  some  blind  children  stems  from  the  mother's  failure  as 
auxiliary  ego  so  that  the  children  are  unable  to  cathect  and  organize  their 
world.  These  mothers  do  not  necessarily  fail  in  their  first  role,  the  immediate 
relationship  with  the  child."  10 


The  Challenge  in  Treatment 

The  resulting  combination  and  interaction  of  visual  and  organic  deficit,  con¬ 
fusion  among  parents  and  professionals,  and  lack  of  comprehensive  care 
facilities,  led  to  the  growth  of  what  has  been  called  a  "lost"  group  within  the 
blind  population,  whose  developmental  histories  are  so  bleak,  as  a  result  of 
misunderstanding  the  child’s  needs  at  successive  levels,  that  they  might  seem 
hopelessly  incapable  of  significant  improvement.il  Many  of  these  children 
were  placed  in  institutions  for  the  retarded.  (According  to  Parmeleel2,  25% 
of  all  the  blind  in  California  are  in  such  institutions.)  Once  institutionalized, 
the  continuing  lack  of  sensory  stimulation  and  tactile  experience  usually  leads 
to  further  retardation  and  withdrawal,  often  with  autistic-like  behavior. 


Those  who  remained  at  home  were  often  viewed  as  mentally  retarded  and 
surrounded  by  an  atmosphere  of  parental  despair  and  futility.  The  world 
around  the  blind  child  which  for  effective  growth  must  be  maximally  accepting, 
innovative,  and  supportive  is  not  sufficiently  organized.  Appropriate  stimuli 
and  opportunities  for  experiencing  are  not  available.  He  becomes  increasingly 
frustrated  and  angry  and  may  further  isolate  himself  within  his  own  inner 
reality  while  rejecting  the  external  world  with  its  continuous  threat  and 
challenge.  Or  he  may  attempt  to  relate  to  his  environment  through  acting  out 
his  anger  and  need  for  attention  in  an  infantile  way  that  may  continue  through 
adolescence. 
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The  severity  of  the  problem,  the  guarded  prognosis,  the  often  limited 
goals,  as  well  as  the  lack  of  knowledge  of  how  to  cope  with  them,  -  led  to 
frequent  rejection  by  community  facilities.  Few  systematic  attempts  to  es¬ 
tablish  corrective  programs  were  established. 


Experimental  Efforts 

One  experimental  summer  program  at  the  Michigan  School  for  the  Deaf 
and  Blind  has  been  recorded  in  the  literature.  (Elonen  and  Polzien)  13  The 
majority  of  children  serviced  were  RLF.  They  showed  severe  lags  in  mobility 
and  general  physical  development.  Social  functioning  was  limited  and  in¬ 
fantile.  Many  were  considered  mentally  retarded.  There  was  severe  emotional 
disturbance  characterized  by  withdrawal,  impulsivity  and  violent  aggressive 
rages.  The  experimental  program,  which  provided  a  consistent  therapeutic 
milieu  showed  that  dramatic  change  was  possible  in  youngsters  who  had  been 
considered  unreachable. 

The  Jewish  Guild  for  the  Blind  also  conducted  a  summer  program  for  a 
group  of  37  multiply-handicapped  blind  children  and  young  adults,  who  had  been 
rejected  by  all  other  community  camping  programs.  The  age  range  was 
broader  than  the  Michigan  experiment,  from  6  to  25  years.  An  evaluation  of 
the  program  at  the  end  of  the  summer  indicated  that  it  had  provided  a  highly 
successful  experience  for  the  majority  of  the  participants.  It  was  also  found 
to  have  had  unexpected  values  beyond  the  obvious  ones  resulting  from  planned 
recreation  and  creative  outdoor  activities.  Experience  gained  through  this 
method  of  group  service  led  to  a  consideration  of  a  continuing  group  centered 
program  throughout  the  year  for  those  adolescents  and  young  adults  for  whom 
other  types  of  service  had  been  virtually  abandoned  by  the  community. 

The  Guild  thereupon  decided  to  initiate  a  two-day-a-week  experimental 
program  for  one  year  for  a  selected  number  of  these  young  people.  It  was 
recognized  that  even  such  a  limited  program  would  require  a  substantial  in¬ 
vestment  of  staff  and  funds  and  that  the  result  might  well  be  inconclusive. 
In  a  sense,  the  agency  saw  the  demonstration  as  a  final  effort  in  the  hope  that 
these  young  people  could  be  helped  to  better  approach  their  potential  level  of 
functioning.  Beginning  in  January  1964,  a  group  of  five  young  people  (3  males 
and  2  females)  were  brought  together  to  form  a  group  for  this  intensive  service. 
Within  the  first  three  months  one  of  the  girls  was  withdrawn  because  of  un¬ 
controllable  aggressive  behavior.  Six  additional  young  people  joined  the  group 
making  a  total  of  11  who  were  served  for  varying  periods  during  the  course 
of  the  year.  All  members  of  the  group  tested  on  the  retarded  level  with  the 
exception  of  one  young  man.  To  obtain  reliable  test  results  with  the  blind 
multiply-handicapped  has  always  presented  diagnostic  problems,  but  it  was 
felt  that  the  IQ  range  was  from  40  to  90.  Two  of  the  clients  had  been  in  an 
institution  for  the  retarded  -  one  from  the  age  of  4  through  21  and  the  other 
from  the  age  of  7  through  18.  The  range  in  age  was  from  15  to  28,  the  majority 
were  over  20. 

The  predominant  cause  of  blindness  was  retrolental  fibroplasia  which  had 
occurred  in  four  cases.  The  next  most  frequent  cause  was  congenital  cataracts, 
in  three  cases.  The  other  causes  include  albinism,  aphakia  and  optic  atrophy. 
Four  of  the  young  people  were  totally  blind,  one  had  light  perception  only  and 
six  had  some  residual  vision.  Disabilities  in  addition  to  blindness,  mental 
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retardation  and/or  emotional  disturbance,  which  were  characteristic  of  the 
group  as  a  whole  included  epilepsy,  heart  disease,  severe  curviture  of  the 
spine,  and  organic  brain  damage.  The  economic  status  of  the  parents  ranged 
from  welfare  recipients  through  upper  middle  class. 

At  the  time  the  young  people  joined  the  group  program,  only  one  had  any 
significant  social  activity  outside  the  home,  only  one  was  attending  a  special 
school  class  (for  retarded  children)  and  only  three  appeared  to  have  potential 
for  even  the  most  sheltered  types  of  workshop  placement. 

The  focus  of  the  program  was  to  encourage  and  stimulate  each  member 
in  the  group  to  use  his  available  capacities  in  a  variety  of  ways.  The  group 
met  two  days  each  week.  During  these  days  the  members  were  engaged  in 
group  activities  and  were  also  given  individual  attention  according  to  their 
special  needs  and  rate  of  progress.  The  following  methods  were  utilized: 

1.  Group  discussions  designed  to  promote  constructive  social  attitudes  and 
behavior. 

2.  Physical  fitness  -  learning  coordination  of  body  movements,  correction 
of  posture  and  poor  muscle  tone. 

3.  Use  of  hand  muscles  with  a  view  toward  developing  tactile  and  muscle 
sense. 

4.  Work  with  handicrafts,  clay,  instruments,  etc.  Learning  packaging  and 
assembly  work  was  considered  a  possibility. 

5.  Mobility  and  orientation  -  how  to  get  around  in  a  room,  to  avoid  objects, 
to  use  a  cane  for  safety  and  for  mobility,  how  to  walk  erectly  with  good 
posture  and  without  mannerisms,  how  to  use  the  aid  of  another  person  in 
being  guided,  and  instruction  in  self-travel. 

6.  Self- management,  improved  social  poise,  learning  to  eat  in  public, 
personal  grooming,  self-care. 

7.  Vocationally  oriented  activities,  such  as  counting,  learning  the  use  of  a 
braille  watch  to  tell  time,  and  other  simple  work  tasks. 

8.  Therapeutic  recreational  activities,  such  as  dancing,  games,  stories. 


Effectiveness  of  The  Demonstration  Program 

Dramatic  progress  was  made  by  four  of  the  participants.  Two  are  em¬ 
ployed  in  The  Guild’s  sheltered  workshop  and  two  are  in  the  pre- vocational 
screening  service  as  potential  sheltered  workshop  employees.  Added  skills 
in  verbal  communication  and  mobility  were  of  particular  value  for  these 
four  young  adults.  Significant  improvement  in  mobility,  social  skills  and/or 
verbal  communication  was  made  by  four  of  the  members  of  the  group.  These 
four  appear  to  have  a  future  potential  for  productive  work.  Minimal  progress 
was  made  by  the  remaining  three  members  of  the  group. 

Some  of  the  young  adults  who  previously  had  been  unable  to  tolerate  a  one- 
to-one  relationship  or  whose  response  had  been  minimal,  appeared  to  be  able 
to  profit  from  group  relationships,  group  activities  and  group  interaction,  to 
a  surprisingly  hopeful  degree.  This  type  of  group  approach  which  utilized 
carefully  planned  twice  weekly  group  sessions  represented  a  new  method  of 
reaching  these  severely  damaged  individuals.  However,  experience  during  the 
year’s  experiment  confirmed  that  a  team  of  all  the  agency’s  professional  staff 
had  to  be  involved  -  psychiatric,  medical,  vocational,  casework,  social  group 


AAWB  ANNUAL 


93 


work  and  other  technical  staff.  It  also  became  apparent  that  high  caliber 
psychiatric  consultation  was  essential  to  the  staff  working  with  so  severely 
damaged  a  group. 

It  was  considered  unlikely  when  the  program  was  initially  conceived  that 
any  significant  number  of  the  multiply-handicapped  young  adults  in  the  pro¬ 
gram  could  succeed  in  even  the  most  sheltered  work  situation.  However,  this 
goal  was  included  among  the  objectives  and  it  has  been  found  that  limited 
vocational  goals  are  possible  if  highly  individualized  planning  is  carried 
through  and  a  professional  staff  is  sufficiently  flexible  and  not  discouraged 
by  prior  unsuccessful  experiences. 


Program  Expansion 

As  a  result  of  the  unexpectedly  encouraging  results  of  the  pilot  experience, 
a  continuing  group  for  young  adults  has  become  a  part  of  the  agency’s  total 
service.  The  ability  of  the  participants  to  utilize  the  part-time  program  led 
to  the  obvious  recommendation  of  expanding  its  scope  to  a  full-time  daily 
activity.  The  amount  of  deficit  with  which  we  are  dealing,  as  well  as  the  lack 
of  opportunity  for  testing  out  treatment  gains  in  other  social  situations,  re¬ 
quires  an  intensive  therapeutic  milieu  which  offers  repeated  and  consistent 
reinforcement  of  every  minor  gain. 

The  Day  Program,  to  be  effective,  must  be  a  multi-phased  one  of  social 
experience  and  activity,  counseling  and  therapeutic  services,  training  and 
habilitation.  More  significantly,  the  functioning  group  provides  the  "auxiliary 
ego”  which,  as  we  had  previously  mentioned,  many  mothers  are  unable  to 
provide  during  crucial  development  phases.  For  the  blind  person  the  absence 
of  this  step  may  be  roughly  equivalent  to  a  severe  deprivation  of  experience. 
Wills  14,  feels  that  this  might  account  for  the  comparatively  good  object  re¬ 
lationship  made  by  the  withdrawn  blind  in  treatment.  They  have  cathected  the 
human  object,  the  mother,  which  makes  it  possible  to  establish  meaningful 
contact.  This  cathexis,  however,  has  not  spread  automatically  to  the  inanimate 
objects  on  the  mother's  periphery  and  to  the  external  world,  as  it  appears  to 
do  with  the  sighted. 

Another  possible  positive  implication  for  working  with  the  multiply- 
handicapped  adult  is  the  fact  that  performance  norms  may  be  more  controlled 
and  less  exacting  than  with  the  younger  person.  It  may  be  more  possible  to 
help  the  young  adult  achieve  a  level  of  success  through  the  learning  of  minimal 
skills  than  was  possible  at  school  age  when  intellectual  and  experimental 
deficits  prevented  a  sense  of  achievement  in  a  learning  situation.  This  later 
growth  potential  further  suggests  the  value  inherent  in  a  many  sided  therapeutic 
approach  -  physical,  social,  psychological  and  vocational. 


The  Day  Program  for  Young  Adults 

The  expanded  program  at  The  Guild  has  been  in  existence  for  approximately 
a  year.  The  primary  focus  has  been  on  group  experiencing.  This  assumes 
the  adaptation  of  group  work,  group  counseling  and  group  training  methods 
integrated  into  a  unified  therapeutic  construct.  Specific  components  include: 
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1.  Group  discussion  meetings  -  three  or  four  times  weekly. 

2.  Arts  and  hand  crafts  -  twice  weekly. 

3.  Work  "simulation”  sessions  -  three  times  weekly. 

4.  Physical  recreation  and  fitness  -  three  times  weekly,  including  one 
swimming  session. 

In  addition  each  group  member  has  been  assigned  to  an  individual  case¬ 
worker  who  works  with  both  the  client  and  the  family.  Three  members  are  re¬ 
ceiving  psychiatric  therapy.  Psychological,  psychiatric  and  medical  consulta¬ 
tive  services  are  available  as  needed. 


The  Group  Meetings 

The  group  meetings  are  conducted  by  the  program  coordinator  who  is  the 
constant,  stabilizing  figure  to  whom  group  members  relate.  He  supplies  the 
steady,  patient  consistency  that  provides  the  climate  which  enables  slow, 
sometimes  erratic,  at  times  regressive,  ego  development  to  occur.  He  must  be 
prepared  to  tolerate  behavior  that  would  be  inappropriate  in  any  other  group 
situation. 

The  members  of  this  group  bring  with  them  an  impoverishment  of  social 
experiences  on  which  to  draw  and  expand  the  frame  of  reference  for  all  group 
members.  Ego  development  has  been  stunted  and  diffused.  Incorporating  the 
environment  in  the  growth  process  has  been  achieved  mainly  through  hearing 

rather  than  through  vision.  As  Burlingham  15,  has  pointed  out . "Vision 

keeps  the  mind  more  firmly  tied  to  external  reality,  while  hearing,  through  its 
connection  with  verbal  residues,  has  more  link  with  the  internal  world." 
Participants  entered  the  program  withdrawn,  isolated,  with  confused  and  dis¬ 
torted  images  of  self.  Continuing  dependence  on  the  object  world,  as  well  as 
frequent  parental  infantilization,  further  damages  self-esteem.  There  is 
minimal  experiential  background  in  group  participation  or  any  sense  of  con¬ 
viction  of  being  able  to  contribute  to  the  group.  It  is  difficult  to  imagine  a 
selection  of  clients  who  appear  on  the  surface  so  unsuitable  for  group  expression 
and  interaction.  At  the  same  time  we  cannot  conceive  of  a  group  in  greater 
need  of  such  an  opportunity. 

The  group  provides  a  social  microcosm  to  those  who  have  been  denied  ac¬ 
cess  to  any  acceptable  societal  roles.  The  goal  of  the  program  is  not  to 
substitute  artificially  the  sheltered  supporting  world  within  The  Guild,  for  the 
harsh  rejecting  world  outside.  Yet  in  the  initial  phase  of  group  interaction,  the 
group  leader  must  serve  as  a  bridge  between  the  center  and  the  demands  of 
the  world  beyond,  for  which  they  do  not  yet  have  even  minimal  coping  ability. 

They  must  draw  on  a  leader  on  the  most  primary  basis  of  ego  nurturance, 
before  they  can  draw  on  each  other.  The  leader  must  be  sufficiently  mature, 
with  a  multitude  of  conviction,  to  let  himself  be  used  in  this  way  consistently. 
As  social  growth  proceeds,  the  group  members  begin  to  individuate,  they 
concurrently  start  to  develop  group  identity.  There  are,  of  course,  qualitative 
differences.  Progress  is  not  consistent.  As  Nagera  and  Colonnalo  indicate, 
the  blind  child  seems  incapable  of  leaving  behind  previous  phases  when  a  new 
developmental  move  occurs.  "It  may  perhaps  be  concluded  that  blindness  can 
so  much  interfere  with  finding  new  means  of  gratification  both  in  drive  dis¬ 
charge  and  ego  activities  that  any  form  of  gratification  once  experienced  is 
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not  easily  abandoned  or  left  behind."  This  is  often  evident  within  the  group  and 
is  handled  gently  and  repetitively  by  the  leader  at  first  -  augmented  later  by 
advanced  group  members. 

The  individuals  within  the  group  reflect  a  range  of  visual  and  organic  dam¬ 
age,  intellectual  functioning,  and  emotional  stability.  The  amount  of  disturbance 
does  not  necessarily  correlate  with  the  extent  of  residual  vision.  Some  parti¬ 
cipants  move  much  more  readily  toward  a  semblance  of  independence  and 
readiness  for  vocational  training.  Others,  while  making  gains  in  social 
behavior  and  mobility,  may  not  reach  the  point  of  movement  out  of  the  core 
group.  With  members  at  different  levels,  this  introduces  a  significant  dynamic 
force  to  the  group  action  which  the  group  leader  can  use  productively.  The 
higher  functioning  members  -  as  they  are  permitted  to  support  and  show  con¬ 
cern  for  those  less  adequate  -  may  for  the  first  time  feel  a  sense  of  genuine 
achievement  and  success.  The  others,  for  whom  goals  may  be  much  more 
limited,  benefit  from  the  accumulation  of  concern  and  attention.  The  leader  is 
available  to  prevent  perpetuation  of  an  overly  passive  dependent  pattern. 

The  group  sessions  are  structured  and  broken  down  to  successive  sequence. 
However,  within  this  general  structure  there  is  much  latitude  for  spontaneous 
discussion  and  introduction  of  subjects  and  problems  by  individual  members. 
There  is,  of  course,  less  give  and  take  than  in  other  groups.  Many  times 
there  appears  to  be  a  "parallelism"  in  the  discussion  -  even  though  all  may  be 
relating  to  the  same  subject  -  with  what  appears  to  be  minimal  and  sporadic 
interaction.  However,  we  must  not  lose  sight  of  the  built-in  layers  of  inward¬ 
ness  which  members  are  struggling  to  break  through.  Some  members  may 
appear  unrelated  and  may  not  seem  to  be  participating  directly  in  the  discussion 
for  many  months  but  later  show  evidence  of  having  absorbed  meaningful  con¬ 
cepts  from  the  group.  This  recalls  Burlingham’s  statement  that  the  blind.  .  .  . 
"frequently  appear  to  be  fully  withdrawn  into  passivity  when  in  fact  behind  this 
facade  there  is  an  extremely  active  listening  and  a  close  attention  to  what  goes 
on  in  the  environment. "  1 7 

The  group  sessions  are  the  nucleus  of  the  treatment  program.  They  provide 
the  continuity,  content,  and  process  for  self-identification  and  ego-growth  which 
permits  utilization  of  the  other  program  components. 


Therapeutic  Goals  of  the  Group  Sessions 

The  many  levels  of  group  interaction  in  the  expanded  day  program  permit, 
within  a  total  therapeutic  milieu,  a  flexible  and  individualized  set  of  treatment 
goals  -  therapeutic,  rehabilitative  and  educative.  The  most  damaged  members 
of  the  group  will  have  to  progress  through  a  phase  of  primary  socialization  and 
re-education  before  meaningful  relatedness  is  possible.  Others  with  higher 
intellectual  levels,  less  emotional  disturbance,  and/or  usable  vision  will  be 
able  to  take  from  and  contribute  to  the  group  process  more  readily  and  on  a 
higher  level. 

The  major  therapeutic  goals  become: 

1.  The  development  of  a  sense  of  self  and  the  emergence  of  ego  identity. 

The  deficient  and  distorted  self  image  results  from  intellectual  deficits, 
visual  and  cognitive  impairment,  the  impoverishment  of  social  stimuli, 
repeated  failing  experiences,  and  the  conscious  and  unconscious  rejection 
by  family  and  community. 
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2.  Improved  Capacity  for  reality  testing.  The  group  member  must  be 
helped  to  move  out  of  the  inner  and  very  personal  world  that  he  had 
created  as  a  defense  against  his  incapacity  to  cope  with  the  demands 
and  standards  of  the  environment. 

3.  Increased  Awareness  of  feelings.  This  enables  not  only  the  encourage- 
ment  of  positive  responses  as  a  way  of  expanding  object  relationships 
and  breaking  through  inner  directedness  -  but  also  the  expression  and 
control  of  repressed  hostility  and  anger. 

In  order  to  approach  these  therapeutic  goals  with  clients  whose  potential  for 
verbal  insight  is  so  limited,  it  is  necessary  to  introduce  other  methods  of 
achieving  therapeutic  change.  Repeated  and  re-emphasized  growth  experiences 
in  a  supportive  interpersonal  setting  is  therefore  the  primary  element  of  the 
treatment  program.  The  "me  too"  response  -  as  the  group  member  unaware  of 
or  unable  to  express  his  own  feelings  -  can  recognize  himself  in  another  group 
member,  is  an  important  aspect  of  self  development.  Within  the  group,  the 
client’s  rigidity,  passivity  and  perseveration  can  be  penetrated  through  identifi¬ 
cation  with  the  experience  and  responses  of  others  and  additional  ways  of 
reacting  to  and  meeting  problems,  challenges,  and  deficits.  Individual  counsel¬ 
ing,  in  addition  to  the  casework  goals  in  each  situation,  encourages  further 
individuation,  prepares  the  client  for  optimal  group  participation  and  aids  in 
the  consolidation  and  retention  of  therapeutic  gains. 

In  helping  members  form  themselves  and  function  as  a  group,  the  leader 
initially,  and  for  as  long  as  necessary,  utilizes  a  high  degree  of  leadership  and 
responsiveness.  Early  in  the  group  process  the  leader  takes  the  initiative  in 
making  contacts  and  permits  those  group  members  who  cannot  respond  to  each 
other  to  respond  and  interchange  directly  with  him.  Each  member  is  treated 
as  an  important  participant  in  the  group  process.  In  addition,  however,  he  is 
dealt  with  as  an  individual  with  a  particular  set  of  problems  -  social,  emotional, 
etiological,  physical,  and  developmental  -  with  individual  treatment  needs. 

Direct  change  can  occur  when: 

1.  the  leader  is  used  as  a  model  for  identification. 

2.  the  leader  acts  as  an  enunciator  of  rules  indicating  the  ways  in  which 
members  should  behave. 

3.  the  leader  provides  opportunity  for  reality  testing  of  feeling  and  be¬ 
havior. 

Again,  initially,  the  leader  must  be  taken  as  a  model  by  the  group  in  order  to 
be  effective  as  an  interpreter  of  and  a  guide  to  understanding  the  rules  of 
social  behavior.  He  must  continue  to  act  in  that  role  until  such  a  time  as  the 
group  can  at  least  take  over  partially  the  expression  of  encouragement  of  de¬ 
velopment  and  approval  for  socially  desirable  behavior,  as  well  as  condemna¬ 
tion  for  asocial  actions. 

Indirect  change  occurs  when  the  discussion  of  the  feeling  and  experiences 
affect  the  group  participant’s  inner  state  and,  as  a  consequence,  results  in 
changes  in  behavior.  In  a  sense,  the  leader  must,  through  his  ability  to  em¬ 
phasize,  be  prepared  to  enter  the  world  of  the  blind  young  adult  to  help  him 
structure  ways  of  thinking  about  a  problem.  Using  the  feeling,  knowledge  and 
experience  of  all  the  group  members  as  much  as  possible,  the  leader  constantly 
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raises  specific  questions  about  how  an  individual  feels,  whether  an  experience 
has  happened  before,  how  it  was  handled,  whether  or  not  the  situation  is 
similar,  and  alternative  ways  of  thinking  about  and  handling  problems.  Through 
continuing  repetition,  group  members  are  given  an  opportunity  to  enhance 
self-concept,  begin  to  find  out  who  and  what  they  are,  and  to  acknowledge 
strengths  and  limitations.  The  deficits,  immaturity  and  dependency  of  these 
young  people  diminish  the  effects  of  learning  from  living  experiences.  Thus, 
efforts  must  be  directed  toward  teaching  through  structured  learning  and 
socializing  experiences,  what  others  learn  on  their  own. 


Educational  Goals  of  the  Group  Sessions 

The  group's  therapeutic  potentials  provides  a  social  education  experience 
which  is  basic  and  ameliorative.  When,  as  a  result  of  the  combined  therapeutic 
interaction  of  all  segments  of  the  program,  ego  identity  and  an  individuated 
self-image  emerge,  the  need  for  acceptance  by  the  group  becomes  a  significant 
factor.  The  group  becomes  a  controlled  model  for  group  living  which  enables 
members  to  draw  from  the  power  of  group  interaction  the  motivation  and 
support  for  further  growth  and  development. 

The  educational  goals  of  the  program  are: 

1.  More  acceptable  social  functioning.  This  includes  more  skillful  handling 
of  daily  living  activities  and  personal  care  as  well  as  the  concepts  of 
give  and  take,  action  and  reaction,  in  interpersonal  situations. 

2.  Improved  Communication.  This  introduces  the  concept  of  establishing 
contact  and  rapport  -  with  the  leader  and  other  program  members  - 
within  a  group  unable  to  incorporate  visually,  usually  complicated  by 
limited  ability  for  verbal  communication. 

3.  The  achievement  of  greater  independence,  with  a  concomitant  decrease 
in  direct  supervision.  This  includes  a  combination  of  greater  responsi¬ 
bility  for  the  blind  young  adult  and  more  appropriate  recognition  of 
limitations  and  use  of  controls  by  parents  and  professionals. 

4.  Developing  interest  in,  and  providing  opportunities  for  participation  in 
expanded  social  and  recreational  experiences.  The  aim  is  to  encourage 
members  to  view  the  world  not  as  a  frightening  and  inaccessible  mass  of 
darkness,  but  as  a  source  of  possible  life  enrichment  and  even  pleasurable 
experience.  Field  trips,  physical  recreation,  the  encouragement  of 
planned  after  hour  activities,  and  the  constructive  utilization  of  all 
existing  resources  are  integral  elements  of  this  phase  of  the  program. 
Enlargement  of  the  social  environment,  of  course,  also  increases  the 
frame  of  reference  for  personal  and  ego  growth. 

The  therapeutic  and  educational  aspects  of  the  group  sessions,  enhanced  by 
other  program  components,  including  individual  counseling  of  clients  and 
parents,  form  a  comprehensive  unified  treatment  milieu  which  is  integrated 
and  coordinated,  and  given  continuity,  by  the  group  leader. 


Arts  and  Hand  Crafts: 

The  Art  and  Handicraft  sessions  have  provided  program  members  with  an 
additional  level  of  individual  and  group  expression.  Members  work  with  wood, 
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clay  and  other  materials.  Those  with  sufficient  dexterity  are  able  to  ex¬ 
perience  a  sense  of  productivity  and  achievement  which  adds  further  support  to 
developing  self  concept.  Those  with  more  limited  capability  are  encouraged 
to  participate  to  their  fullest  extent.  Under  close  supervision,  with  help  from 
the  instructor  and  other  group  members,  even  the  most  damaged  participant 
may  feel  some  sense  of  accomplishment  and  satisfaction.  It  is  most  important 
that  those  who  are  more  capable  be  encouraged  to  produce  optimally.  The 
instructor  must  project  a  great  deal  of  patience,  interest  and  enthusiasm  in 
order  to  motivate  the  members  to  free  expression.  This  is  an  important 
element  in  helping  them  overcome  their  comfortable  passivity,  constriction 
and  resistance  to  new  demands.  At  the  same  time  he  maintains  gentle,  firm 
control  and  requires  active  participation.  This  gives  members  additional 
experience  in  learning  to  meet  the  requirements  of  social  living. 


Vocational  Programming 

The  experimental  program  resulted  in  several  group  members,  who  were 
viewed  as  having  the  most  limited  occupational  potential,  moving  successfully 
into  work  training.  The  current  program  has  proceeded  with  the  assumption 
that  the  higher  functioning  group  members  may  be  able  to  move  into  work 
readiness  training  and  eventual  vocational  programs.  Even  the  most  severely 
handicapped  young  adults  may  be  able  to  aspire  to  some  level  of  sheltered 
occupation.  Those  who  will  not  be  able  to  advance  from  the  first  stage  of 
"work  simulation"  have  been  found  to  profit  individually  from  the  group  train¬ 
ing  experience  and  its  elements  of  self- disciplining  and  management.  There 
is  also  physical  gain  through  improved  tactile  and  muscle  sense  resulting  from 
the  use  of  specially  designed  and  constructed  work  tools  and  instruments  that 
aid  dexterity  through  the  exercise  of  hand  muscles. 

Three  half  days  are  spent  in  "work  simulation"  which  is  an  introduction  to 
basic  features  of  a  work  situation.  Members  are  exposed  to  a  variety  of  simple 
operations  such  as  counting,  packaging,  sorting,  etc.  There  is  an  introduction 
to  the  use  of  hand  tools  with  stress  on  the  previously  mentioned  supplementary 
value  of  these  instruments  for  improved  motor  coordination. 

The  continuity  of  group  activity  does,  of  course,  have  therapeutic  implica¬ 
tions  beyond  the  goals  of  potential  job  training  and  becomes  an  invaluable 
supplement  to  the  planned  group  discussion  sessions.  Significant  data  often 
emerges  in  this  more  informal  atmosphere  which  can  be  picked  up  and  ex¬ 
plored  in  greater  depth  in  the  group  sessions. 

There  is  flexibility  in  the  work  training  program  which  permits  members  to 
move  into  other  phases  when  ready  for  more  specific  training.  Some  members 
cannot  progress  beyond  this  phase.  For  those  who  are  able,  the  next  step  is 
work  readiness  training  in  which  clients  who  show  vocational  potential  are 
exposed  to  a  somewhat  more  demanding,  directly  work  oriented  experience. 
The  goal  of  this  intermediary  phase  is  preparation  for  workshop  training  and 
eventual  workshop  employment. 


Physical  Recreation  and  Fitness 

Physical  "fitness"  sessions  are  held  three  times  a  week  including  one  swim¬ 
ming  period,  at  the  nearby  facilities  of  the  Y.M.C.A.  The  multiply  handicapped 
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blind,  often  with  associated  neurologic  and  motor  impairment,  have  had 
limited  opportunity  for  physical  activity.  This  further  restricts  mobility 
potential.  Self-consciousness  about  being  observed  by  others  may  cause 
further  restrictive  motor  tension.  Poor  posture,  an  awkward  gait,  and 
limited  dexterity  can  lead  to  intensified  distortion  of  body  concept  and  per¬ 
ceptual  orientation.  There  is  generally  an  extremely  poor  body  image  which 
adds  to  feelings  of  alienation  and  psychic  disturbance. 

As  the  program  has  evolved,  physical  recreation  has  come  to  play  an  in¬ 
creasingly  important  role.  Group  members  were  in  the  process  of  recognizing 
their  individual  selves  as  well  as  the  individuality  and  interrelatedness  of  one 
another.  The  physical  activity  becomes  a  new  and  meaningful  method  of 
interacting. 

As  participation  increased,  it  became  apparent  that  there  was  less  muscular 
and  motor  impairment  than  had  been  assumed.  Working  out  and  exercising 
were  engaged  in  out  of  choice.  The  recreation  leader  introduced  successively 
more  involving  planned  activity  which  brought  into  play  the  concept  of  increasing 
self-awareness  through  controlled  competitiveness.  As  in  all  other  areas  of 
programming,  allowances  had  to  be  made  for  the  less  adequate  members,  but 
it  was  found  that  even  the  most  severely  handicapped  could  participate  profit¬ 
ably  in  the  physical  program.  Again,  the  dynamics  of  helping  others,  and  using 
help  constructively,  were  shown  to  have  great  therapeutic  potency. 

Parents 

Understandably,  bitterness,  discouragement  and  hostility  were  reactions 
frequently  found  among  parents  burdened  with  the  constant  strain  of  the  24-hour 
a  day  home  care  of  these  young  persons.  Many  of  these  parents,  as  a  self- 
protective  device,  tried  to  deny  the  existence  of  the  severe  limitations  of  their 
child.  Many  suffered  strong  feelings  of  guilt,  considering  themselves  re¬ 
sponsible  for  their  damaged  offspring.  Others  were  overwhelmed  with  feelings 
that  the  community  did  not  care  what  happened  to  them  or  their  children. 
Family  relationships  were  frequently  severely  affected. 

Professional  personnel  too,  felt  frustration  and  a  sense  of  defeat  when  their 
continued  efforts  to  evaluate  these  children  resulted  in  failure.  It  was  dis¬ 
couraging  that  many  of  the  parents  to  whom  individualized  casework  and 
psychiatric  services  were  offered,  appeared  to  be  unable  to  effect  a  sufficient 
change  in  their  attitudes  to  plan  realistically  for  their  deficient  children.  The 
efforts  of  numerous  agencies  were  often  focused  on  a  child  simultaneously  or 
at  different  stages  of  his  growth.  Often  these  efforts  had  been  abandoned  as 
hopeless  by  one  agency  after  another.  Interest  remained  but  no  plan  or  action 
seemed  feasible  to  retrieve  these  young  adults  from  the  emptiness  of  their 
constricted  home  life. 

During  the  experimental  phase  of  the  program  the  parents  of  five  of  the 
group  members  were  offered  a  12-week  group  counseling  experience.  Each 
parent,  or  set  of  parents,  was  seen  individually  before  the  series  began  and 
again  after  termination  of  the  counseling  period.  The  parent  meetings  afforded 
the  parents  an  opportunity  to  use  relationship  with  other  members  and  with  the 
group  leader  for  bringing  about  change  in  their  own  functioning  with  their 
children.  While  parents  gave  passive  acceptance  to  this  purpose,  in  reality 


BLINDNESS  1967 


100 


they  came  to  group  counseling  for  a  variety  of  reasons.  Some  wanted  to 
prove  that  they  were  doing  everything  possible  as  good  parents;  others  saw 
this  as  an  additional  opportunity  to  pressure  The  Guild  to  assume  more  re¬ 
sponsibility.  The  motivation  for  change  in  this  group  seemed  minimal  since 
the  major  drive  was  to  have  the  agency  assume  a  partial  custodial  role.  A 
positive  aspect,  however,  was  the  strong  desire  that  there  be  some  improve¬ 
ment  for  them  and  for  their  children  in  their  living  together. 

The  parents  struggled  with  their  own  feelings  of  helplessness,  defeatism 
and  hopelessness.  The  group  counselor  attempted  to  help  them  find  those 
small  developmental  areas  in  which  growth  and  some  positive  change  might 
be  achieved.  The  parents  had  also  expressed  a  strong  sense  of  their  own 
worthlessness.  Not  only  had  they  given  birth  to  defective  children,  but  they 
had  been  unable  to  stimulate  their  children  in  the  direction  of  normal  growth. 
Unable  to  find  ways  of  getting  close  to  their  children,  some  withdrew,  while 
others,  with  no  real  awareness  of  their  children’s  limitations,  tried  to  pressure 
them  towards  normal  standards.  Much  interchange  occurred  in  these  sessions 
as  parents  tried  to  help  each  other  relieve  the  impact  of  their  early  experience 
and  to  face  their  children  with  less  guilt,  more  realistic  demands,  and  some 
understanding  of  how  they  now  function  as  parents. 

Other  parents,  during  the  experimental  and  expanded  programs,  have  been 
assigned  to  individual  caseworkers.  Counseling  has  ranged  from  contact  on 
an  ”as  needed”  basis,  to  intensive  casework  involvement.  It  is  obvious  that 
for  optimal  results,  parents  should  participate  in  the  treatment  process.  How¬ 
ever,  as  we  have  seen,  the  deep  layers  of  defense  that  many  parents  have 
adopted  do  not  always  make  treatment  possible  or  feasible.  The  decision  to 
include  a  blind  young  adult  in  the  program  cannot  be  based  on  the  availability 
of  parents  to  share  in  treatment.  The  parent  counseling  program  must  be  a 
non-rigid  one  which  will  make  every  effort  to  reach  out  and  meet  the  needs 
of  parents,  when  this  is  possible.  Group  counseling  has  often  been  shown  to 
have  unique  values  for  parents  of  the  handicapped.  A  larger  pool  of  parents, 
resulting  from  an  augmented  program,  will  make  it  possible  for  those  parents 
able  to  participate  to  have  the  advantage  of  the  opportunity  for  group  counsel¬ 
ing.  Every  effort  will  be  made  to  establish  and  carry  through  this  important 
program  adjunct. 


Discussion  and  Recommendations 

The  essential  premise  underlying  the  day  program  for  multiply-handicapped 
young  adults  at  The  Guild  is  that  massive  damage,  compounded  by  lack  of 
effective  services  at  earlier  life  points,  requires  a  massive  therapeutic  ap¬ 
proach.  The  full-time  program  which  has  been  in  operation  for  more  than  a 
year  has  utilized  the  total  facilities  of  The  Guild.  Personnel  have  included  a 
full-time  group  coordinator,  vocational  counselors,  caseworkers,  craft  and 
mobility  instructors,  physical  recreational  worker,  psychological  services,  a 
consulting  psychiatrist,  and  medical  consultations  and  follow-ups  as  needed. 
It  is  clear  from  a  review  of  the  program  that  this  considerable  array  of  pro¬ 
fessional  forces  is  necessary  to  carry  out  a  comprehensive  and  realistic 
therapeutic  approach  to  this  truly  deprived  and  disadvantaged  group. 

In  undertaking  so  demanding  a  program  the  agency  must  be  prepared  to 
supply  the  intensive,  five-day  week  therapeutic  milieu  that  can  enable  the 
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beginning  of  primary  ego  development,  personality  growth,  and  finally,  an 
appropriate  level  of  social  interaction.  This  may  or  may  not  include  members 
who  may  never  be  capable  of  some  semblance  of  independent  functioning. 

The  program  should  be  sufficiently  broad  and  flexible  in  scope  to  permit: 

1.  long  or  short  range  participation 

2.  partial  or  complete  utilization  of  the  group  matrix 

3.  involvement  of  parents  in  group  or  individual  counseling  determined  on 
the  basis  of  readiness,  need,  and  ability  to  participate 

4.  experimental  treatment  supplements  determined  by  the  specific  needs  of 
each  group  member 

5.  expanded  use  of  community  services 

The  program  that  has  evolved  at  The  Guild  has  of  necessity  been  a  prag¬ 
matic  response  to  client  need,  recognition  of  agency  responsibility,  and  the 
problems  and  experiences  accrued  in  developing  an  experimental  and  innova¬ 
tive  program.  Evaluation  of  component  parts  and  effectiveness  have  had  to  be 
largely  impressionistic. 

We  feel  that  the  program  has  accomplished  much  to  date  and  offers  even 
greater  future  promise.  Our  present  level  of  conceptualization  of  operating 
methods  and  goals:  our  accumulation  of  trial  and  error  experience:  as  well  as 
the  great  importance  to  clients,  families,  and  the  community  of  the  services 
that  have  been  offered,  demand  at  this  time,  an  expanded  project,  on  a  demon¬ 
stration  basis,  with  a  built-in  design  of  evaluation.  Such  a  program  would  pro¬ 
vide  for  the  methodical  gathering  of  analyzable  data;  the  inclusion  of  a  com¬ 
parison  group  who,  for  various  reasons,  cannot  participate  in  treatment:  and 
for  the  systematic  outlining  of  program  methods  and  procedures  that  may  serve 
as  a  guide  to  other  agencies  wishing  to  replicate  the  program.  We  believe  that 
the  results  of  such  a  carefully  detailed  approach  can  offer  significant  sug¬ 
gestions  not  only  to  those  concerned  with  the  blind  but  to  agencies  dealing  with 
other  forms  of  severe  handicap. 

Finally,  the  question  of  economic  feasibility  may  legitimately  be  raised. 
Why  such  an  investment  in  those  who  may  never  contribute  to  society  in  any 
significant  way?  While  this  can  be  viewed  in  terms  of  eventual  savings  to  the 
community  as  a  result  of  avoidance  of  total  dependency,  the  real  answer  may  be 
within  the  area  of  values  and  the  humanistic  philosophy  that  outweighs  purely 
materialistic  considerations. 
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